Thomson: Double Abductor Paralysis
Double Abductor Paralysis in a Man, aged 42. By STCLAIR THOMSON, M.D.
PATIENT reports that two years ago he had tracheotomy performed for diphtheria, and wore a tube for eight months; but his voice and breathing were quite satisfactory afterwards, and up to February 10 last. He then was seized with sudden dyspncea, suffocative attacks, inability to lie down at night, and short breathing. There is no dysphagia nor tracheal tugging. The voice is high-pitched, cracked, and stridulous. There is stridor and dyspnoea even at rest. The glottis is reduced to a mere chink, and only opens in the posterior half. This is due to double abductor paralysis. The left cord is quite fixed in the adducted position. The right cord is almost completely stationary in the same position, but there is slight movement. The cords are sucked together on quick inspiration. The pupils and pulses are equal. There is increased dullness behind and to the left side of the sternum, and a skiagram indicates a mediastinal tumour. Bilateral laryngeal palsy is a rare condition. In 150 cases of abductor paralysis, Avellis found that it was bilateral in only twelve. Double Abductor Paralysis in a Man, aged 50. Proposed
Operation.
By H. J. DAVIS, M.B.
THE patient had syphilis in 1889; in 1894 tracheotomy was performed for an "attack of suffocation." The left arytaenoid is fixed, the right hardly moves; the same applies to the vocal cords, which are in the position seen in double abductor paralysis; the larynx otherwise is normal. The patienat is willing to work, "but he cannot do so as he cannot breathe." There is no lesion apparently in the chest, and the cesophagoscope shows a normal gullet.
The exhibitor proposes to perform thyrotomy and remove the left arytsenoid and cord completely, so as to procure an airway similar to Professor Hobday's ventricle-stripping operation in horses, as suggested by him before the Section a year ago.' The exhibitor would like the opinion of members as to its advisability.
DISCUSSION.
The PRESIDENT (Dr. StClair Thomson), referring to his own case, said that since the notes were sent in the man was admitted to a general ward, but he kept the ward occupants awake by the fearsome stridorous noises which he emitted. He then was put in the isolation ward with two other patients, but they were also kept awake by him. He therefore had to be placed in the refractory ward. It was a question whether the noise was due to double abductor paralysis, or to lower tracheal stenosis.
Dr. DE HAVILLAND HALL said that in the President's case there was much difficulty in deciding whether there was single or double stenosis of the airpassages. Early in his career he was called to see a case under the care of Sir Andrew Clark, with reference to tracheotomy. There was bilateral abductor paralysis, but also signs of intra-thoracic aneurysm. He concluded the patient had double stenosis of the air-passages, and that tracheotomy would be of no use. The patient died a few hours later. At the autopsy double stenosis of the air-passages was found. As regards diagnosis, the respiratory excursions of the larynx were of importance. If the obstruction was at the larynx there were usually considerable respiratory excursions of the larynx, whereas if it was due to direct pressure on the treachea the excursions were absent.
Mr. HERBERT TILLEY mentioned the case of a man who was dying with aneurysm of the aorta, which was pressing on his left bronchus so that it had almost occluded it, and produced a curious semi-pneumonic condition of the left lung, in which the secretions were being dammed back. He was in great distress with his breathing, and did not seem likely to live forty-eight hours. Tracheotomy was decided upon, and he procured a Kdnig's spiral tube and passed it into the tracheal wound and beyond the obstruction. Great relief was experienced and the patient lived a fortnight without any distress, and was able to make his will and arrange his affairs. In the President's case, the only course which seemed feasible was tracheotomy and inspection of the trachea to see if there was stenosis, and if so, insertion of Konig's spiral tracheotomy tube.
Mr. MARK HOVELL thought tracheotomy would give the patient relief and allow of further examination.
Sir FELIX SEMON said that thirty years ago he recorded a case of double stenosis of air-passages in the Transactions of the Pathological Society of London.1 The patient was a well-known Belfast man, and the operation was performed by Dr. Byers, on his (the speaker's) advice and encouragement. There was no evidence of a second stenosis further down, and the patient was told that the operation would probably relieve him. But he was only slightly relieved, as there was a second stenosis, due to direct compression of the trachea by a thyroid tumour low down, and he died a few days later. In cases in which there was reason to fear a second stenosis farther down he suggested that the surgeon should not give too much promise with regard to the relief which would follow the operation, and that he should be armed with a long flexible tube, so as to pass it, if possible, below the second stenosis. He had great misgivings about the proposal of Dr. Davis to cut out one vocal cord and one aryteenoid cartilage. That operation was performed many years ago by the then Veterinary-Surgeon-General of the Army, Mr. Fleming, on horses, and one of his patients was the celebrated racehorse " Ormonde." Cicatricial stenosis formed, and the horse was no better off. He did not think the human subject would be improved by the operation, as one knew so well from the experiences made in laryngeal cancer that a cicatricial band was likely to form in the situation of the removed cord. And in the event that no such band should form, the patient should be prepared for the fact that ever afterwards he would have to go without the use of his voice, and speech would be reduced to a whisper. If he were the patient himself, he would much prefer simple tracheotomy, so that he might keep his voice, though he would have to wear a tube.
Mr. MARK HOVELL said he concurred with Sir Felix Semon's remark in regard to Dr. Davis's case. The man now had such a good voice that it would be a pity to do an operation which would deprive him of it. It would be better to do tracheotomy. The inconvenience of wearing a tracheotomy tube would be less, from the wage-earning standpoint, than having one vocal cord drawn back.
Dr. WALKER DOWNIE said that some years ago he had a man with a similar condition who kept awake all the patients in the ward, and even disturbed those in neighbouring wards. The patient refused tracheotomy, and nothing could be seen with the tracheoscope. The insertion of an intubation tube overcame the noise, which was due to double abductor paralysis.
Mr. ARTHUR EVANS said he agreed with Dr. Davis that if his patient was so handicapped by difficult breathing that he could not work, then it was a reasonable procedure to remove part of the obstruction by removing one of the vocal cords; if that operation should fail, he considered that then would be the time to do a tracheotomy. Mr. Evans said that the case he himself was showing at the same meeting (see p. 114) was one in which, following an operation for removal of a tumour in the isthmus of the thyroid gland, there was paralysis of the right vocal cord. The patient's breathing was so distressful at times that she was very anxious something should be done for her relief; the thought of losing her voice, she said, was as nothing compared to the terror through which she passed during an attack of dyspncea. It was Mr. Evans's intention to try and find the cut ends of the recurrent laryngeal nerve and suture them; if the proximal end could tot be found, then to make the anastomosis with a branch of the hypoglossal loop. If this should prove impracticable, it was his intention to remove the right vocal cord.
Dr. PERMEWAN agreed with the remarks of Sir Felix Semon, especially in the case of a man earning his living by manual labour. In reference to the President's case, he was not much impressed by the argument that when such 97.
obvious obstruction was met with in the larynx one should refrain from doing tracheotomy because there might be obstruction somewhere else. The obstruction should be removed from where it was known to exist, if only for the sake of the other patients in the ward.
Dr. PATERSON remarked that Dr. Davis's patient had had syphilis, and in syphilitic cicatrices there was danger of the condition breaking down again and leading to much greater stenosis afterwards. He counselled leaving it alone.
Dr. DAN MCKENZIE said the suggestion of removing both cords for abductor paralysis had already been carried out, and the chance of sufficient airway being left would be greater then, even if cicatricial tissue did form.
Dr. DAVIS, in reply, said whatever was done, the man could not have less room to breathe than he had at present. and he did not see why the cord should not be removed. The passage could be dilated periodically. He heard Professor Hobday refer to the case of the racehorse " Ormonde," but the abductor paralysis was due to a lesion further away from the cord. This man, however, had an old syphilitic perichondritis producing ankylosis of the arytaenoids.
The PRESIDENT replied that he had hoped some suggestions would have been made for treatment of the mediastinal tumour. He had heard of such conditions having disappeared after treatment with X-rays and radium, and they would be tried after the difficulty had been relieved by tracheotomy.
Foreign Body retained in the Nose for Fourteen Years;
a Grain of Indian Corn, which is germinating.
THIS was expelled from the left nostril of a girl, aged 19, six weeks ago. She had been attending hospitals on and off for rhinorrhcea ever since she was aged 5. Originally she was taken to the casualty department, as " she had pushed a piece of maize up her nose instead of giving it to the canary, as she had been told to." Attempts had been made to extract the foreign body without avail. Rhinorrhcea and purulent discharge followed, and the nasal bridge sank in, almost occluding the left nostril.
The exhibitor saw her a few months ago and mistook the case for a sinusitis. Shadows equal, &c. After using drops of H202 she had violent sneezing, and in blowing her nose the foreign body exhibited was expelled. It is flattened from side to side and germinating. The girl is now quite well and has ceased to attend the hospital.
